MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFARTMENT OF PUBLIC HEALTH AND WELFA
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VS 300
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STATE FILE NUMBER
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1. PLACE OF DEATH = =v&

a. COUNTY

s, STATE b, COUNTY

2. USUAL RESIDENCE (Where decensed lived.

If institution: Residence before
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b. CITY {If outsj orporate
OR
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Length of stay in 1b
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SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

uring most of ghorking life, even if retired)
ALS
/:ia_._FATHER’S NAME

Middie

a. (l_}IAME OF 'DE)CE El ' Fmt’ '
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DEOJ:TH q /
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5. SEX 4. /cOLOR OR RACE

F

7. Married J
Widowed [J

Never Married 0 18. DATE OF BIRTH | 9 AGE (last Didhday)

IF UNDER 1 YEAR | IF UNDER 24 HR

Divorced [ / /\5/’?3! 3%

Months Days

Hours T Min.

10a, USUAL OCCUPATION {Give kind of work dune

10b. KIND OF BUSINESS OR INDUSTRY /\I.

IRTAPLACE [City and stste or country)

15. WAS DECEASED EVER | FORCES?

§3b. MOTHER’S MAIDEN NAM

% gCURITY NO

12. CITIZEN OF WHAT COUNTRY

*

V4. NAME OF HUSBAND OR WIFE

17. INFORMANT

or dates of serv!
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18. CAUSE OF DEATH (Enter only one cause per line|
PART |. DEATH WAS CAUSED BY:
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stating the under-
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7
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)
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20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of
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Hour Month, Day, Year
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20c. TIME OF
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WHILE AT WORK ]

NOT WHILE AT WORK [J
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201. CITY, TOWN, OR LOCATION

TP A

COUNTY STATE
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Death occurred at. m on tha dite stated above, and to the best of my knowledge, from the causes stared,
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Stvdent Embalmer

Licensed Emb;alrn;ﬁ
%(A/ e }C&
P. O. Addres (ﬁ

LV <

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so_stated above.



